MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
DEPARTMENT OF PUBLIC HEALTH AND ﬂELFAHg - _62—(')& 7
Do c:‘ '},‘,’,‘,"{#}.‘ Registration District No, oo 18. Primary Registration District No. 1003_____Reol:!rlr ‘s No. __-.Q_Q_______- STATE FILE NUMBER
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If inafitution: Residence before
V$ 300 [a) a. COUNTY ¢
2 a STATEMISSOU b. COUNTY admission)
Rev. 4/59 I% b. Cé'l;{ (1f outside corporate limits, give TOWNSHIP only) Length of stay in Ib c. CITY RI JEFFERSON Inyide Limits
| 2 own ST. LOUIS, MISSOURI 5 WEEKS TOWN FESTUS Yoy No O
E <. Z%éPmeQOF (If NOT in hospital, give lotation) Inside Limits d. ETREET {if cutside, give location) Reside on Farm
M?i : / < instruTion B ARNES HOSPITAL Yes ) No D DORESS 213 SOUTH FOURTH ST Yer O No F
a 3. (!I":p':EQP:r]:EJCEASED NA];;} Middle Last 4. DOAgE Month Deay Year
] SMITH DEATH  SEPTEMBER 24 196
5 5. FS‘EEXMALE 6. COLOR OR RACE 7. WM:"i.:de] Never Married [J |8, DATE OF BIRTH 9. AGE (last birthday) [IF UNDER 1 YEAR [ [F UN9DEREQ4 HR
s NEGRO_. idow Divorced [ Months | Days Hours Min,
——-——Z— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY F;EBEIRU'%’?K-EE Ci 1?_E;d 13807 |
A g o ﬁm' éﬁm A {Ciry and sta r country) | 12, CITIZEN OF WHAT COUNTRY
[} 13a FATHER‘SONI{ME ?E Ow:N HOIUIE MII\IERAL POINT. MO U S A
7 0 § R JOHN BING 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
I — HAM
8 { vy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 “EE‘DEPX"““"V aizy, 17. INFORMANT EDVJARD K ; SMTH
o | << {Yes, mNtr) unknown) , {If yes, give wer or dstes of servi MRS Addrest
% — 13. CPQUSE OF DEATH {Enter only cause per lina MABEL CASEY, 215 S. FOUR‘}H. FESTUS-
o z { OEATH Wa® CAUSED ONEEL ANDDeATH
- g ;6 % l L EDI c,gy ACUTE CATA.RRH OF LIVER § MONTIiS
O o Y '
—_———ii Q
240 I % 3 o m 10 ¢ _ANEMIA, ETIOLOGY UNDETERMINED 4 YEARS
I|= sta .
13 ; w l;u: gc'ohuae st DUE TO (¢} 027 3 * F
52“0 6 PAR‘T o::la[sl: EJEIN‘HIFJEAT:T ClOND|'I'10NS CONTRIBUTING TO DEATH but naot related to the terminal PART 11l If deceased was female was
2 2| FRACTURE OF RIGHT HIP.  MULTIFLE PULMONARY EMBOLI rE'[‘Y—I"; s
S L1 ] Unknown
§ % 19. 'E\ég%ARl}INEOODP?SDY 20a. J_\CCgENT SUICD!DE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature qf njury in PART | or PART Il of item 18.)
- E 2 | s RE—— WHILE HELPING HER BUSBAND OUT OF AMBULANCE AT
z 2 § [ eTmES Bov. Y [ENTRANCE OF BARNES HOSPITAL EMERGENCY ROOM, THE PATIENT
X a glApprox 5 P™ §/11 /6> | TRIPPED ON STEP TWISTING RIGHT LEG ’
= E 20d. :‘VN].J‘ll.lLREYA?C“Cl%%RKEDD ! 20e. ﬁPLAmCEf‘;:Fol:uL:RY '[e gff in bolrd;bou:cl’;omu, 20f. CITY, TOWN, OR LOCAT‘ION COUNTY STATE
» NOT WHILE AT WORK (& os e o plde e T MIS
23&E |9 AUGUSTf’.‘Ll 1962 El i Togm o
a. E ﬁ 21. 1 attended the decezsed from. 2 9 108 hd 2 )3 1962 and lest saw ,!::'r:‘ alive on SEPT! 2]']" 1962
a E % Death otcurred at //6.-’00 P' M' L m on the date stated sbove, and to the best of my knowledge, from the causes stated.
3 w o) 6 223.?5 T (Degrea or titla) }/ 22b. ADDRESS 22¢c. DATE SIGNED
> I K '
> |15 - . é é ;,,‘,% 25 M. p. BARNES HOSPITAL 6o
= g 23a. s}%ﬂ;ﬁéﬁgnﬂﬁm 23b. DATE Pic. NAMEAOF CEMETERY OR CREMATORY 73d, LOCATION [City, town, or county) 9/(.3-2)/
z T AL SEPT. 30, 4962 MT, ZION C o i
5 g 24, FUNERAL DIRECTOR ADDRESS I 25}{%;35 E}E%BY LOCAL REérF: FER&%QT AR'S N;ATU MO.
e =} VINYARD FiINERAL HOME, INC., FESTIS, MO. 4"/ . /y p'




o

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose namF is recorded.on the reverse side of this certificate was embalmed by me,

A —
or by Student Embalmer No.

working under my personal supervision.-

Student. Signed__, 2" A/ -

Signature of Student Embalmer

i " Licensed Embalmer No #?7(

a . P. O. Address 52% 7.7224,
3 ' LY

. T Lt L L o
i R o AL .
M N e

Nofe: The above MUST BE SIGNED BY THE"LlICENSED EMBALMER-in his -OWN HANDWRITING. (Failure to comply

-5

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




